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This study focuses on a particular case study that involves a six - year old male 
hereafter named, John Doe. John Doe was sexually abused and removed from his 
biological family to receive therapeutic services as a result of his sexual misconduct and 
oppositional defiant behaviors. John Doe has been placed with a foster family who 
provides a “family- like” nurturance to the child. This case study measures the 
effectiveness of specific interventions utilized in treatment planning to reduce sexual 
misconduct and oppositional defiant behaviors. This data includes Diagnostic and 
Statistical Manual of Mental Disorders (DSMIV) diagnosis, past and current behaviors, 
treatment interventions and observations. This case study determines that there is a 
significant difference in his behavior over time. 
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Purpose of the Case Study 
The purpose of this case study is to determine the effectiveness of individual 
therapy, social support utilized in treatment planning to reduce sexual misconduct and 
oppositional defiant behaviors. This data includes Diagnostic Statistical Manual of 
Mental Disorders (DSMIV) diagnosis, past and current behaviors, treatment 
interventions, medications, and observations that are effective interventions utilized in 
treatment planning for a six - year old that has been sexually abused and exhibits 
oppositional defiant behaviors. 
Background of the Problem 
Appropriate treatment for sexually abused children raises questions of whether 
treatment is actually necessary in a given case. Research indicates that as many as half 
of sexually abused children are asymptomatic despite their abuse (Caffaro-Rouget, 
Lang, & van Santen, 1989). When the abuse involves a previously unknown perpetrator, 
a low frequency of sexual contact, no use of force, and no experience of penetration, the 
child is less likely to develop symptoms (Kendall-Tackett, Williams, & Finkelhor, 
1993). In these circumstances, treatment can be short-term and problem-focused, 
assisting parents to provide the psychological and social support their child needs. 
1 
2 
Excessive treatment in such cases creates the risk of negative outcomes. 
Treatment above and beyond what is necessary suggests to children and their parents 
that the child's condition is especially serious; in turn, the child's psychological welfare 
can suffer as a result of self-fulfilling prophecies. Even when the child does exhibit a 
clinical condition warranting treatment, the research contraindicates individual 
psychotherapy for such children. 
Sexually abused children recover more completely as the levels of enmeshment 
and expressed anger in their families decrease (Kendall-Tackett et al., 1993). Reducing 
parental frustration and self-doubt is a crucial goal when treating sexually abused 
children. Parents understandably struggle with considerable frustration and self-doubt as 
they attempt to aid their child. Since frustrated, self-doubting parents suggest to their 
children that their situation is a serious one, they can inadvertently prolong their child's 
recovery. Children cannot recover age appropriate, normal behavior until they know 
their parents feel comfortable and self-confident about their situation; but the parents 
cannot feel comfortable and self-confident until they see their child behaving normally. 
Therefore, treatment typically involves a challenging impasse: the child cannot be "OK" 
until the parents are "OK," but the parents cannot be "OK" until the child is "OK" 
(Campbell, 1994a). 
In addition to considerations of this impasse, the research related to treatment 
effectiveness for children in general advises against individual therapy for children who 
have been sexually abused. Removed from the carefully defined and closely supervised 
treatment protocols of academic research settings, the accumulated evidence clearly 
3 
demonstrates that individual psychotherapy for children is no more effective than no 
treatment (Weisz, Weiss, & Donenberg, 1992). Gorin, in assessing the effects of 
individual therapy for children in foster care, reports that parental behavior change is 
one of the variables most predictive of treatment effectiveness (1993). Therefore, in 
view of the demonstrated significance of parental response to child therapy, neglecting 
to systematically include parents in treatment for their children is ill-advised. 
Statement of the Problem 
The problem with therapeutic foster care for a sexually abused child is that 
effective interventions are not put in to place due to time constraints, financial issues, 
and lack of skilled specialists. Effective interventions for a sexually abused child would 
need careful observations of the child to individualize effective treatment planning for 
the child. Treatment for the child will include social support and individual therapy. 
This study focuses on the case study of a six - year old male, John Doe who was 
sexually abused and removed from the home. The evaluation will address the 
effectiveness of resources, behavioral logs for behavior and social support and 
individual therapy for sexual misconduct. Therapeutic foster agencies for sexually 
abused children admits a child from 30 days to 17 years of age depending upon the 
situation of the child. The majority of the children are referred by the Department of 
Family and Children Services by the state. The decision for the child to return home 
must be approved by the state. However, a child who has been sexually abused and 
removed from the home would need to complete a psychological evaluation and 
psychosexual evaluation and attend extensive therapy before the child is recommended 
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for reunification. Specially trained Master’s certified clinicians provide services to 
youth who have a history of sexually inappropriate behavior, or to those who have been 
sexually victimized. 
Significance of the Study 
A child who has been sexually abused may exhibit many different types of clinical 
conditions (Kendall-Tackett et al., 1993). These can include masturbation, nightmares, 
problems concentrating, nervousness, somatic complaints, acting out the event, refusing 
to speak about the incident, crying, not wanting to be left alone with certain people or 
people of a certain sex, clinging, having trouble falling asleep, etc. These conditions can 
be grouped under various categories and identified as sexualized behavior, depression 
and withdrawal, anxiety, and dissociation. It must be emphasized, however, that these 
symptoms, in and of themselves, do not mean that the child has been sexually abused 
since such symptoms can have many different causes. This study is useful because it 
allows social workers, therapists and physicians to gain a better understanding of what is 
needed for a sexually abused child. As the research shows, sexual abuse to a child is not 
a medical issue but a clinical issue. Research shows a child that is sexually abused will 
exhibit negative behaviors because of the abuse and the anger that embedded in the 
child. This research allows the social worker to grasp an understanding on working with 
the child to implement effective treatment planning to cope with every day living. 
Research shows a child that is a victim of sexual abuse will relapse if effective 
interventions are not increased and the sexual misconcuct is decreased. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Treatment of Sexual Abuse 
Treatment of child sexual abuse is a complex process. Orchestration of treatment 
in the child's best interest is a genuine challenge. Moreover, it is often difficult to know 
how to proceed because there are so few outcome studies of treatment effectiveness. 
Before developing treatment, it is important to have an understanding of why the sexual 
abuse occurs, both generally and in the particular case under consideration. It is useful 
to briefly examine the history of causal theories of sexual abuse before a discussion of 
the current level of professional understanding. 
Historically, there have been two rather separate efforts to understand the 
phenomenon of sexual abuse, its causes, and its resolution. These can be conceptualized 
as the family-focused perspective and the offender-focused perspective. One of the 
reasons sexual abuse treatment is such a challenge is that it occurs in a larger context of 
intervention. Therefore, coordination is of utmost importance and ideally is provided by 
a multidisciplinary team (Matson 1983). Treatment issues are then handled by the team 
as part of overall intervention. The team usually consists of the various professionals 
directly involved in the case and their consultants and, as noted earlier, begins its 
activity at the time of case investigation. The composition and functioning of teams 
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vary by locality, and the level of participation of team members often varies depending 
on the stage of the intervention (Hall 1994). In an interfamilial case, the members active 
at the treatment stage will ordinarily include the Child Protective Services (CPS) and/or 
foster care workers, the therapists treating various family members, professionals 
providing other services (e.g., homemaker, parenting guidance), a representative from 
the prosecutor's office, and relevant consultants. The frequency of meetings will depend 
on the needs of the case and how the team is structured. 
Individual vs. Group Treatment in Sexual Abuse Cases 
The following issues are the most important of those the interdisciplinary team 
should consider at this stage of intervention: separation of the child and/or the offender 
from the family, the role of the juvenile court, the role of the criminal court, the 
treatment plan for the family, visitation, and family reunification (Deisher 1982). Case 
management decisions are often provisional; that is, they are based on what information 
about the family members and their functioning is available when decisions are made. 
Treatment is often a diagnostic process. The positive or negative responses of family 
members to treatment determine future case decisions. Outcomes of court proceedings 
can impinge upon and alter case management decisions and treatment. The team meets 
periodically to assess progress and make future plans. Because of the complexity of 
case management decisions and the fact that a decision in one realm can have an impact 
on other aspects of the case, especially on treatment progress and outcome, 
multidisciplinary decision-making is crucial. In the absence of a multidisciplinary team, 
such decisions should be made in consultation with other relevant professionals. 
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Effective treatment for sexually abused children requires well-defined treatment 
goals specifying both ultimate and instrumental outcomes related to therapy (Rosen & 
Proctor, 1981). Ultimate outcomes in treatment correspond to the outcomes the therapist 
intends to realize by the time therapy terminates. Instrumental outcomes refer to the 
well-defined interventions therapists undertake to realize ultimate outcomes. The direct 
participation of parents in therapy for sexually abused children facilitates the realization 
of both instrumental and ultimate outcomes through social support. 
Social support refers to the encouragement, assistance, and reassurance available 
to individuals from their network of recurring relationships with other people (Campbell, 
1994b). High levels of social support protect people from the adverse effects of stressful 
life events and chronic life strains (Cohen & Hoberman, 1983). There is overwhelming 
evidence underscoring the significance of social support in maintaining effective 
psychological adjustment (Cohen & Syme, 1985; Cohen & Wills, 1985; Sarason, 
Sarason, & Pierce, 1990). Social support, however, is not a unitary phenomenon. In his 
review of the relevant literature, Evans identified four different types of social support: 
(a) esteem support, actions or statements that provide people with evidence of their own 
worth; (b) informational support advice or guidance that is helpful in coping with 
problems; (c) instrumental support, which consists of sharing, helping, and other forms 
of prosocial behavior; and (d) companionship support, which provides a sense of 
belonging through shared activities (1993). Social support and individual therapy 
serves as an intervention for sexually abused children. Sexually abused children have a 
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major long-term impact and will need all the resources that are available to them for a 
positive future outcome. 
An important part of treatment of victims of sexual abuse is to help them 
understand the meaning of the abuse. This includes learning what appropriate and 
inappropriate touching entails; what is wrong about sexual activity between adults and 
children, if they do not know this; why adults or a particular adult was sexual with them; 
and in some cases, why they were chosen as targets and what that means to them 
(Finkelhor 1995). How these issues are addressed will vary with the child's 
developmental stage. They may be more adequately dealt with in individual therapy. 
Moreover, an adequate explanation for a child at a young age may not be sufficient as he 
grows older. Thus, this particular issue will need to be addressed at a more sophisticated 
level as the child matures (Faller 1993). This may be done by a parent but in some cases 
will need to be done by a therapist. 
Limitations of the Literature 
In reviewing the literature there are several gaps that suggests limits. Sexually 
abused children may or may not recover depending on the social support of the child as 
well as the individual therapy. Children who have been sexually abused usually do not 
recover in some form of behavior, such as being oppositional-defiant, emotionally 
disturbed, or anxious, or in building relationships and trusting. Other limitations suggest 
behavioral reactions to sexual abuse, including such problems as aggression toward 
people and animals, running away, self-harm (cutting or burning), criminal activity, 
substance abuse, suicidal behavior, hyperactivity, sleep problems, eating problems, and 
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toileting problems. There are also inconsistencies in the research of treatment 
interventions, suggesting treatment interventions may or may not be effective depending 
on the support of the foster family and, if returned home, the biological family. 
Presenting Information of the Case Study 
John Doe is a six - year old African American male. John Doe was taken into 
Dekalb County custody in May 2000, due to sexual abuse and truancy from school. 
Prior to a therapeutic foster agency he was placed in eight different foster homes. His 
biological mother was not competent to manage six children in ways that were needed 
for care according to documentation. John Doe disrupted each prior placement due to 
sexual misconduct and oppositional-defiant behaviors. John Doe had been suspended 
twice from school in a two-week time frame while in therapeutic care. John Doe was 
also admitted to a psychiatric facility due to oppositional-defiant behavior, lethality 
statements, and sexual misconduct. John Doe is currently in the 1st grade in a Dekalb 
County school. It has been reported that he has had severe disciplinary problems in the 
few days he attended school. These behaviors include defiance, inappropriate sexual 
misconduct for example watching several students use the restroom, telling peers to pull 
down his/her pants, disrespect, and aggressiveness. 
John Doe is in legal custody of Dekalb County, which has contracted with a 
therapeutic foster care to provide therapeutic foster care services for John Doe. It has 
been reported that visitation with his biological mother has been terminated. The results 
from Dr. B (psychologist) indicate low average cognitive skills with strengths in verbal 
reasoning and diagnostic impressions of sexual abuse, oppositional defiant disorder, 
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enuresis, nocturnal and diurnal, and rule-out attention deficit disorder. The evaluation 
was requested to assess any history of sexual abuse. It was reported that his statements 
during his interview raised concern that two older brothers may have sexually abused 
him in one of his former foster homes. John Doe is currently taking adderall and 
seroquell following his recent hospitalization and is receiving outside therapy. John Doe 
lives with foster parents who have a thirteen-year old son, eleven-year old daughter, and 
a twenty-two-year old nephew. Teacher and parent informal report, school records and 
formal and informal testing reflect significant emotional/behavioral problems that may 
interfere with John Doe’s educational progress and interpersonal development in a 
regular educational setting. 
Observations 
John Doe’s observation was conducted in two sessions. John Doe arrived at the 
observation site willingly and was cooperative most of the time. He was very quiet 
initially but appeared comfortable as the sessions progressed and rapport was easily 
maintained. He mostly displayed a blank face. He did not smile or maintain eye contact 
often. John Doe was able to work for extended periods of time without a break and 
exhibited good effort and work habits. John Doe displayed appropriate language and 
conversational skills with some articulation deficits. He exhibited fine and gross motor 
skills and normal activity level. He did display some fidgety behaviors such as tapping 
his pencil and moving around in his chair. 
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The DSM-IV-TR Diagnostic Impression 
Axis I 312.81 Conduct Disorder, Childhood Onset, Severe; Victim of Sexual 
abuse, Attention Deficit/Hyperactivity Disorder, Combined Type 
AxisIIV71.09 No Diagnosis on Axis II 
Axis III NONE 
Axis IV Problems with primary support group: recent change of foster 
home and sexual abuse 
Axis V GAF-60 
Evaluation Question 
Have John Doe’s sexually acting out and oppositional defiant behaviors 
decreased or increased through utilizing effective interventions over a twelve week 
treatment period? 
The ecological model is a systematic way of formulating a child’s setting factors 
or influences that affect all sizes and forms of social organizations. It is understood 
within the social environment in which behavior takes place. Finkelhor examined the 
spectrum of clinical literature and research into the causes of sexual abuse and 
developed a model of causation that incorporates both the family and offender-focused 
perspectives (Finkelhor 1995). He posits four preconditions that must exist for sexual 
abuse to occur: factors related to the offender's motivation to sexually abuse; factors 
predisposing the offender to overcoming internal inhibitors; factors predisposing to 
overcoming external inhibitors (e.g., absence of environmental obstacles); and factors 
Conceptual Framework 
predisposing to overcoming child's resistance (e.g., a vulnerable child or the use of 




This evaluation was assessed from the data collected from the Department of 
Family and Children Services and well as a therapeutic foster agency. This case study 
measured the effectiveness of specific interventions such as social support and 
individual therapy utilized in treatment planning to reduce sexual acting out and 
oppositional defiant behaviors. This data includes DSM3Y diagnosis, past and current 
behaviors, treatment interventions, behavior logs and observation. This case study 
determines if there is a significant difference in his behavior over time and if so how 
significant. This case study analyzes through social support and individual therapy. 
Sample 
This case study consisted of a collection of data that remains confidential and 
nameless inquiring about the interventions provided for the child. This case study 
analyzed John Doe who is a six-year-old male who has been sexually abused and placed 
into therapeutic foster care for eight months. John Doe’s has behavioral and emotional 
issues. The evaluator measured behavioral logs on a point system that were recorded 
everyday the child was in care for a period of twelve weeks. All behavioral logs were 
coded dichotomous and summed across the 4-point likert scale. All data forms were in 
English. An informed consent form was presented and signed stating that there will be 
no harm to 
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the individual and that the agency may refuse to stop the research at any time. The 
researcher suspects there are many factors that may affect the reliability and validity due 
to the age of the adolescent. The reliability after evaluating the effectiveness of 
interventions over a twelve week period for sexually abused children did not hinder 
one’s attitude from entering a child into a therapeutic foster program. The construct 
validity may be affected by the perceived threat of the researcher having the influence in 
the completion of the research. To control this threat the agency viewed an informed 
consent reminding them that this project in strictly voluntary. The external validity may 
be threatened by participant documentation. The collection of the demographics data 
provides indicator of possible commonalities among John Doe who is a six year old 
male who had been sexually abused. 
Measure 
The average number of months in therapeutic foster care is 1 to 36 months. 
Children who have therapeutic needs are referred by the surrounding counties in the 
state of Georgia. The children are released when behaviors have decreased; biological 
mother’s or family of origin have completed a case plan geared towards why the child is 
in care. Table 2 provides a framework for out come measurement. 
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Table 1. 
Outcome Measurement Framework for Effective Interventions 
Outcome Indicator(s) Data Source Data Collection 
Method 
Length of time in a Sexually misconduct Documentation Daily Behavioral 








This case study follows an ABC design because it does not permit the 
experimenter to control the assignment of subjects to conditions. The case study was 
observed from categories of subjects such as social support, behavioral logs, and 
therapy. The case study determines if John Doe’s sexual misconduct and oppositional- 
defiant behavior has been increased or reduced through treatment intervention over a 
twelve-week period. 
Procedures 
This case study took place throughout the months of October and November 
2005. A case study from the agency was evaluated through written documentation of 
the interdisciplinary treatment team, behavioral logs, and observations throughout the 
course of the child’s placement. Only John Doe’s case was reviewed. John Doe will 
remain nameless due to confidentiality; however, the case study remains true to all 
documentation collected. The evaluator compiled a Likert scale for the behavioral logs 
to be measured into the effectiveness of treatment. The behavioral logs are logs of 
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everyday behaviors that are severe enough to be documented while in care. The 
behavioral log consists of the days of the week, dates, and individualized behaviors i.e. 
(verbal aggression, sexually acting out, showing respect, appropriate social skills, and 
completing homework assignments). The evaluator assessment scale ranged from 1 to 
4, 1 being poor compliance and 4 being excellent compliance. The raw data was input 
into SPSS for statistical analysis. Variables were analyzed and compared with a paired 
sample r-test for statistical data to evaluate the significant increase or decrease of 
behaviors over a twelve-week period. 
CHAPTER IV 
FINDINGS 
The researcher analyzed all seven behaviors and compared means with a paired 
sample /-test. The researcher looked at comparing sexual misconduct to oppositional 
defiant behaviors in Figure 1 and a comparison of week 1 and week 12 in Figure 2 to 
compare if the behaviors decreased over a period of 12 weeks. In Figure 1 the reader 
will notice John Doe decreased his sexual misconduct while having a significant 
increase in his verbal aggression. In Figure 2 the behaviors were looked at over a 
twelve-week period. All seven behaviors were analyzed and compared with a sample t- 
test from week 1 and week 12. Week 1 is compared with Week 12, which shows a 
comparison with a mean of 2.2 and a standard deviation of .866. The findings show 
there is a significant increase in verbal aggression with a mean of 2.2 and a standard 
deviation of .866, while the six behaviors (sexually misconduct, following house rules, 
being respectful, using appropriate social skills, well behaved at school, and completing 
homework assignments) also showed a significant difference (Appendix C). 
The findings on John Doe from behavioral logs, social support, and individual 
therapy show reduced sexually inappropriate behaviors due to individualizing effective 
interventions to reduce negative behaviors caused by sexual abuse over a twelve-week 




DAYS OF VERBAL AGGRESSION vs. 
SEXUAL BEHAVIOR 
EOPP. DEF 
S SEX. ACTS 
Figure 1. Outcome of Verbal Aggression vs. Sexual Misconduct 
MEASURED BEHAVIORS 
NEGATIVE BEHAVIORS 
Figure 2. Behaviors Over a Twelve-week Period (f= 2.201, df=ll;p=<.05 ) 
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The results show that John Doe, who has been sexually abused, will need further 
therapy due to a chance of relapsing. John Doe has a high rate of aggressive behaviors, 
so he should be monitored for abusive tendencies. A serious reaction is sexualized 
behavior. Children who have been sexually victimized may masturbate excessively and 
openly or sexually interact with other people. Every act of sexualized behavior has the 
potential for increasing the probability of future acts. Not only is the activity likely to be 
physically pleasurable, but it may also enhance the child's view of himself as a sexually 
acting out person. Such acts may also stigmatize the child, who has a negative impact 
on the child's sense of self and the child becomes likely to have a negative future. 
CHAPTER V 
CONCLUSIONS 
Sexual abuse by itself does not necessitate specialized treatment. As with other 
problems that bring children and their parents to therapy, it is the clinical condition that 
should be treated. The therapist must focus on these conditions and address what needs 
to be done, rather than why the abuse occurred. The treatment suggestions presented 
can ordinarily be accomplished in a brief manner. These treatment suggestions include 
the child's parents since the parents are the child's main source of social support. This 
strategy offers maximal opportunity for the child to recover from problems resulting 
from the sexual abuse and return to age-appropriate normal behavior. 
Therapeutic foster care has been in existence for more than a century. It is 
important to find suitable programs that will meet the needs of youth. There are many 
programs that exist in this world but are they effective. This research studies the 
question “does effective intervention increase or decrease sexual acting out and 
oppositional defiant behaviors through utilizing effective treatment such as social 
support and individual therapy?” This study also exemplifies how effective individual 
therapy and social support is for the child. Therapeutic foster care is essential for 
individual needs that supersede the regular care that is offered to a child. Thousands of 
caregivers trust their children to therapeutic foster agencies every day. In order to earn 
that trust, social workers use proven methods for measuring the success of the programs 
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and the children we serve. By taking a close look at where the practice succeeds and 
where it falls short, therapeutic foster care is able to improve programs and services and, 
ultimately, help more kids heal. Some kids need more help to heal than others. 
Therapeutic foster care strives to help kids at all levels of need, and often kids who 
cannot heal anywhere else are referred to therapeutic foster care. The admissions 
statistics show that the majority of kids placed in foster care have been in an average of 
three to four other placements before coming to a therapeutic foster care. Many of the 
kids have intense needs when they come into therapeutic foster care, and the response 
should be appropriate, sensitive care that is reinforced by the constant evaluation of the 
long-term improvement of kids. 
In summary research shows treatment interventions for a sexual abused child is 
imperative. Effective treatment for sexually abused children requires well-defined 
treatment goals specifying both ultimate and instrumental outcomes related to therapy 
(Rosen & Proctor, 1981). Ultimate outcomes in treatment correspond to the outcomes 
the therapist intends to realize by the time therapy terminates. Instrumental outcomes 
refer to the well-defined interventions therapists undertake to realize ultimate outcomes. 
The direct participation of parents in therapy for sexually abused children facilitates the 
realization of both instrumental and ultimate outcomes through social support. 
Treatment intervention such as individual therapy and social support play a major part in 
the child’s life. John Doe was a case study based on factual information. I learned from 
this case study a interdisciplinary team has to work together and develop effective 
strategies to decrease negative behaviors that the child will at some point exhibit. This 
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study shows although John Doe was sexually abused, he received the effective treatment 
while in therapeutic foster care to individualize his sexual misconduct needs and 
oppositional defiant behaviors. It is up to the parents of the child and the needed social 
support of the child to realize that effective interventions for victims of sexual abuse can 
be helped through effective interventions in a clinical aspect. 
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CHAPTER VI 
IMPLICATIONS TO SOCIAL WORK 
Therapeutic foster care is essential in the field of social work. Social workers 
can bring to clients knowledge of particular skills for living that clients may discover 
give them new options, which can be empowering because by using those skills clients 
may come to have more voice and influence over their worlds. We as social workers 
need to be knowledgeable of the different types of treatment planning to better serve the 
client and obtain the necessary resources. Treatment is a primary factor in the field of 
social work due to working directly with children and families with sexual abuse issues. 
Social workers play a major part in children and families’ lives as advocates, case 
managers, clinical specialists, family consultants, and so on. This research implies in the 
field of social work become more knowledgeable in application and skills of effective 
treatment planning and interventions for sexually abused children. 
This research supports treatment planning with an effective intervention for a 
sexually abused child. Social workers must be open to the lessons that present 
themselves through clients who teach how they survive under difficult circumstances 
and through people who share histories and understand the experiences of sexual abuse. 
Social workers must understand that they need to bring a certain expertise to their work; 
however, many people bring their own expertise and knowledge. It is the ethically 
competent social worker who can help facilitate and deal with issues and who makes 
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room for others to contribute to advocacy and the work of solving social problems. 
Social workers should understand that to develop understanding they must become 
lifelong learners, listeners, and observers. Working with clients who have been sexually 
abused are going to exhibit several forms of behavior. Research shows the abuse may 
not be cured but the clinical part of the abuse can. Social workers must be authentic 
about their own discomfort and examine their own value base, biases, prejudices, and 




INFORMED CONSENT FOR RESEARCH 
I , give my consent for Fatina Holloway to use data 
specified to a child in my custody for the purposes of a case study. I understand that no 
identifying information will be used and the child will be given a pseudonym for 
reference purposes. All reasonable efforts will be made to protect the identity of this 
child and the sources of information utilized. 
This case study is designed to demonstrate the effectiveness of specific interventions 
utilized in treatment planning to reduce sexual acting out and oppositional defiant 
behaviors. Only data relevant to the purposes of this study will be used. Examples of this 
data include (but are not limited to); DSMIV diagnosis, past and current behaviors, 
treatment interventions, medications, and observations. 
Guardian Signature Date 
Researcher Signature Date 
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Child's Name: John Doe Month of: . 2005  
Week of 1 to 12 
* Please indicate on the back of Behavior Chart reason for unsatisfactory rating (if any). This is to ensure better 
documentation monthly. 




























Week 1.STD Week 
2:AVG 
Week 2.STD 
1. Verbal Aggression 3.5 3.6 2.5 .896 
2.Being respectful 3.0 .668 3.5 3.6 
3. Sexual acting out 2.8 .717 2.2 .866 
4.following house rules 2.2 .866 2.8 .717 
5.completeing homework 2.5 .896 3.5 3.6 
6.using appropriate social 
skills 
2.4 1.00 2.2 .866 
7. Well behaved at school 3.0 1.16 2.4 1.00 
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